The reported prevalence of chronic obstructive pulmonary disease (COPD) varies among different groups of cardiac surgical patients. Moreover, the prognostic value of preoperative COPD in outcome prediction is controversial. Aims: The present study assessed the morbidity in the different levels of COPD severity and the role of pulmonary function indices in predicting morbidity in patients undergoing coronary artery bypass graft (CABG). Settings and Design: Patients who were candidates for isolated CABG with cardiopulmonary bypass who were recruited for Tehran Heart Center-Coronary Outcome Measurement Study. Methods: Based on spirometry findings, diagnosis of COPD was considered based on Global Initiative for Chronic Obstructive Lung Disease category as forced expiratory volume in 1 s [FEV1]/forced vital capacity <0.7 (absolute value, not the percentage of the predicted). Society of Thoracic Surgeons (STS) definition was used for determining COPD severity and the patients were divided into three groups: Control group (FEV1 >75% predicted), mild (FEV1 60-75% predicted), moderate (FEV1 50-59% predicted), severe (FEV1<50% predicted). The preoperative pulmonary function indices were assessed as predictors, and postoperative morbidity was considered the surgical outcome. Results: This study included 566 consecutive patients. Patients with and without COPD were similar regarding baseline characteristics and clinical data. Hypertension, recent myocardial infarction, and low ejection fraction were higher in patients with different degrees of COPD than the control group while male gender was more frequent in control patients than the others. Restrictive lung disease and current cigarette smoking did not have any significant impact on postoperative complications. We found a borderline P = 0.057 with respect to respiratory failure among different patients of COPD severity so that 14.1% patients in control group, 23.5% in mild, 23.4% in moderate, and 21.9% in severe COPD categories developed respiratory failure after CABG surgery. Conclusion: Among post-CABG complications, patients with different levels of COPD based on STS definition, more frequently developed respiratory failure. This finding may imply the prognostic value of preoperative pulmonary function test for determining COPD severity and postoperative morbidities.
INTRODUCTION
Chronic obstructive pulmonary disease (COPD) is a devastating disorder and is currently one of the main leading causes of mortality and morbidity across the world. [1] Epidemiological investigation has reported that the prevalence of COPD ranges from 9% to 10%, on the basis of the physiological definitions of COPD and spirometry testing. [2] However, this prevalence among patients with coronary artery disease (CAD), especially those is controversial. Some studies have identified COPD as the main predictor of the early and late outcomes of CABG and have shown that it can effectively predict the long-term postoperative complications and survival of these patients. [3, 5] This appropriate predictive power has been found in different age groups. [4] Therefore, the routine use of the preoperative pulmonary function test (PFT), as a screening tool, is justified in cardiac patients. [7, 8] Nevertheless, there are still debates on the relationship between COPD and increased risk of early morbidity and mortality after CABG. [8, 9] It seems that the predictive role of COPD in patients undergoing CABG depends on its severity insofar as the frequency of postoperative poor outcome after this surgery in most patients with mild to moderate COPD tends to be similar to that of patients without COPD. [9] This is partly due to the difficulty of assigning a precise definition for COPD and its severity [11, 12] and may explain the wide range of the reported prevalence of COPD in CAD patients in the literature.
These shortcomings warrant the assessment of the prognostic value of preoperative COPD in different populations. The main goal of the present study was to assess the role of the different levels of COPD severity in the prediction of morbidity and prolonged lengths of stay in hospital and intensive care unit (ICU) in patients undergoing CABG.
METHODS
This study included consecutive patients who were candidates for isolated CABG with cardiopulmonary bypass (CPB).
On the basis of preoperative PFT results, COPD was defined as forced expiratory volume in 1 s (FEV1)/ forced vital capacity (FVC) <0.7 (absolute value, not the percentage of the predicted) based on Global Initiative for Chronic Obstructive Lung Disease (GOLD) category. [11] These patients required treatment for chronic pulmonary compromise.
Based on spirometry findings and Society of Thoracic Surgeons (STS) definition, the patients were divided into three groups regarding COPD severity: Control group (FEV1 >75% predicted), mild (FEV1 60-75% predicted), moderate (FEV1 50-59% predicted), severe (FEV1<50% predicted). [13] Patients who underwent insofar redo CABG and patients who had undergone other cardiac procedures were excluded from the study.
The following variables were also completed for each patient on the admission day: Demographic characteristics; history of CAD risk factors; and cardiac status. Intra-aortic balloon pump, inotrope use, and pacemaker dependence were documented. Furthermore, the early post-CABG outcome, comprising mortality (defined as death within 30 days of CABG), morbidity (defined as the existence of at least one of the postoperative complications of poor coronary, wound infection, postoperative arrhythmias, postoperative myocardial infarction (MI), new respiratory failure), prolonged total length of stay in hospital (>7 days), and prolonged ICU stay (>24 h), was assessed. Poor coronary was defined as any patient who required anticoagulant therapy as the form of heparin infusion after the operation due to the inadequacy of performed graft or endarterectomy. Furthermore, morbidity was considered in any patients with at least one of the abovementioned postoperative complications. [14] Anesthetic management The patients were premedicated with intramuscular promethazine (0.5 mg/kg) and morphine sulfate (0.1 mg/kg) 1 h before operation. All patients were monitored by 12-lead electrocardiogram, noninvasive and invasive blood pressure, central venous pressure line, and peripheral oxygen saturation. After administration of 0.05-0.07 mg/kg midazolam, general anesthesia was induced with fentanyl, propofol, and pancuronium to intubate the patient. Controlled ventilation with oxygen alone or with nitrous oxide (equally) with isoflurane adjusted to 0.5 MAC as well as an infusion of propofol, fentanyl and pancuronium were used for maintenance of anesthesia. No regional and/or fast track protocol of anesthesia was employed in these patients.
The results are expressed as mean ± standard deviation (SD) for the quantitative variables and percentages for the categorical variables. The categorical variables were compared between the groups using the Chi-squared test, and the continuous variables were compared using the one-way analysis of variance test. The predictors exhibiting a statistically significant relationship with morbidity in the univariate analysis (P ≤ 0.2) were taken for a multivariate logistic regression analysis to investigate their independence. Odds ratios (OR) and 95% confidence intervals for OR were calculated. A P ≤ 0.05 was considered statistically significant. All the statistical analyses were performed using SPSS (version 15.0) for Windows (SPSS Inc., Chicago, IL, USA).
RESULTS
Five hundred sixty-six patients who underwent isolated CABG with CPB were enrolled in the study in a 6 month period. Based on GOLD definitions, 105 patients (18.6%) had COPD. However, based on STS definition for COPD severity, 132 patients (23.3%) had mild, 77 (13.6%) had moderate, and 64 (11.3%) had severe COPD. Thirty days' mortality occurred in 3 patients; hence, no analysis on mortality was performed. The demographic characteristics and the clinical data of the patients with and without COPD are summarized in Table 1 while  Table 2 demonstrates the same data between different groups of COPD severity. As shown in Table 1 , patients with and without COPD were comparable for baseline demographic and clinical characteristics. As depicted in Table 2 , the significantly higher number of control patients regarding COPD severity were male (P = 0.007). 43.3% of patients in control group, 50.8% in mild, 62.3% in moderate, and 59.4% in severe categories had hypertension (HTN) (P = 0.007). Recent MI was documented in 45.5% of control patients, 56.2% mild, 51.9% of moderate, and 64.1% of severe cases of COPD (P = 0.02). Mean ± SD ejection fraction (EF) was significantly higher in control patients and compared to other groups of COPD severity (P = 0.04). Table 3 shows postoperative complications in different groups of COPD severity regarding STS definition. As demonstrated, groups were similar with regard to postoperative complications except from respiratory failure. Hence, that we found a borderline P = 0.057 with respect to respiratory failure among different patients of COPD severity so that 14.1% patients in control group, 23.5% in mild, 23.4% in moderate, and 21.9% in severe COPD categories developed respiratory failure after CABG surgery. Mean ± SD of pump time was 69.3 ± 23.9 min in COPD and 70.1 ± 21.9 min in non-COPD patients (P = 0.7). The value was not significantly different among different severities of COPD patients based on STS definition (P = 0.2).
Based on the findings, 130 patients (23%), had restrictive lung disease. Univariate analysis of postoperative complications showed no significant differences between patients with and without restrictive lung disease. Table 4 demonstrates unadjusted and adjusted (based on age and EF) model for respiratory failure based on STS COPD severity. As shown, there was still a borderline effect of COPD for the occurrence of post-operative respiratory failure (P-value=0.059).
DISCUSSION
The present study had two main findings: (1) The rate of COPD may be underestimated by using GOLD category and in case of applying STS definition for severity of COPD, higher number of patients would be defined as having some levels of COPD. (2) The association between the existence of COPD before CABG surgery and the occurrence of postoperation respiratory failure. Our results demonstrated that some CAD risk factors such as HTN, recent MI, and low EF were more prevalent in the patients with different degrees of COPD than the control group while male gender was more frequent in control patients than the others. Furthermore, systemic HTN is frequently encountered in COPD patients. [14] It has been suggested that COPD besides other risk factors such as HTN can lead to high CAD-related mortality and longer hospitalization. Consequently, monitoring and controlling these risk factors with particular care in patients with severe COPD are strongly recommended.
We also found a borderline association between postoperative respiratory failure and COPD severity so that patients with different levels of COPD were more frequent to develop respiratory failure than the control patients. This relationship was also confirmed in the presence of some important patient indices such as age and EF. Most of the similar studies have reported the role of an impaired airway flow in the prediction of the postoperative early outcome [5, 6, 15, 16, 17] and also long-term survival. [4] However, a relationship between the pulmonary function parameters and the post-CABG outcome was not observed in some other studies. [8, 18, 19] We found no association between COPD diagnosis or severity and ICU, in-hospital or total time of stay but some investigations have shown that the index of FEV1 has the main role in the prediction of morbidity and prolonged lengths of stay in hospital and ICU in these patients. Canver et al. showed that preoperative FEV1 was a significant predictor of 5 years' survival in young and older individuals undergoing CABG. [4] Furthermore, Fuster et al. found that a preoperative FEV1 less than 60% must be considered a primary prognostic factor in patients undergoing CABG procedures. [5] Michalopoulos et al [20] reported that there is no significant association between mild or moderate grades of COPD and morbidity and mortality in CABG patients. Durand et al. found that a low FVC was associated with higher rate of mortality, more re intubations and higher frequency of prolonged ventilation after surgery. [18] Moreno et al. used FVC (as one of three indices) to monitor the pulmonary function in the perioperative period in CABG patients. [21] There is increasing evidence that COPD patients undergoing CABG are at an increased risk of postoperative respiratory complications and arrhythmias, as we found that they were prone to have more events of respiratory failure. [21] [22] [23] The high rates of respiratory complications in our study underline the predictive power of FVC. It is well known that respiratory muscle dysfunction following anesthesia and surgery can lead to a reduction in FVC. This may cause atelectasis in the basal lung segments, which compromises the gas exchange through the lung, and predispose this group of patients to pulmonary infections. The consequences of respiratory muscle dysfunction may also give rise to respiratory failure in severe cases and cause notable mortality and morbidity. [24, 25] However, the relationship between a low preoperative FVC and postoperative morbidity can be observed in patients with a history of severe COPD, while in cases with mild to moderate pulmonary dysfunction, this association may not be demonstrated. [12, 26, 27] In conclusion, among the CAD risk factors, hypertension and recent myocardial infarction were more frequent in the patients with various COPD severities than the patients with a normal PFT, while male gender was more prevalent in the normal group. The frequencies of some CAD risk factors such as HTN, recent MI, and low EF were higher in patients with different degrees of COPD than the control group while male gender was more frequent in control patients than the others. Restrictive lung disease did not lead to significant differences in postoperative morbidity. Furthermore, current cigarette smoking did not have a significant impact on postoperative morbidity in univariate analysis and adjusted model. Among post-CABG complications, patients with different levels of COPD based on STS definition, more frequently developed respiratory failure. This finding may imply the prognostic value of preoperative PFT for determining COPD severity and postoperative morbidities.
Study limitations
We did not analyze mortality as a main outcome index because the frequency of 30 days' mortality was three in our patients. This could be attributable to the small sample size of this study. Obviously, this had no impact on COPD staging as it was performed based on the criteria explained in detail in the method section. Another limitation of the current study was that we do not know about the exact consumed medication for COPD by the patients while some of which may have an impact on postoperative complications.
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